Nonfatal and Fatal Drownings in Recreational Water SettingsUnited States, 2001-2002
Drowning is the seventh leading cause of unintentional injury deaths for all ages and the second leading cause of all injury deaths in children aged 1-14 years (1) . Many of these injuries occur in recreational water settings, including pools, spas/hot tubs, and natural water settings (e.g., lakes, rivers, or oceans). To examine the incidence and characteristics of nonfatal and fatal unintentional drownings in recreational water settings, CDC analyzed 2001-2002 data from the National Electronic Injury Surveillance System All Injury Program (NEISS-AIP) and National Vital Statistics System (NVSS) death certificate data from 2001. This report summarizes that analysis, which indicated that, during [2001] [2002] , an estimated 4,174 persons on average per year were treated in U.S. hospital emergency departments (EDs) for nonfatal unintentional drowning injuries in recreational water settings. Approximately 53% of persons required hospitalization or transfer for more specialized care. During 2001, a total of 3,372 persons suffered fatal unintentional drownings in recreational settings. Nonfatal and fatal injury rates were highest for children aged <4 years and for males of all ages. To reduce the number of drownings, environmental protections (e.g., isolation pool-fences and lifeguards) should be adopted; alcohol use should be avoided while swimming, boating, or water skiing or while supervising children; and all participants, caregivers, and supervisors should be knowledgeable regarding water-safety skills and be trained in cardiopulmonary resuscitation (CPR) (Box).
NEISS-AIP is operated by the U.S. Consumer Product Safety Commission and collects data about initial visits for all types and causes of injuries treated in U.S. EDs (2) . Data are drawn from a nationally representative subsample of 66 hospitals out of 100 NEISS hospitals that were selected as a stratified probability sample of hospitals in the United States and its territories; the hospitals have a minimum of six beds and a 24-hour ED. NEISS-AIP provides data on approximately 500,000 injury-and consumer product-related ED cases each year. Death certificate data were obtained from NVSS (3) . Rates were calculated by using 2001 and 2002 U.S. Census bridged-race population estimates from the National Center for Health Statistics (1) .
Nonfatal cases were identified in the NEISS-AIP data if they had a precipitating or immediate cause of "drowning/neardrowning," a diagnosis of "submersion," or the mention of "drown" or "submersion" in the comment field. Cases were reviewed, and any intentional or nonrecreational drownings (e.g., in bathtub, bucket, toilet, or related to motor-vehicle crash) were excluded. In addition, because deaths are not captured completely by NEISS-AIP, persons who were dead on arrival or who died in the ED also were excluded. Each case was assigned a sample weight on the basis of the inverse probability of selection; these weights were summed to provide national estimates of nonfatal drownings. Estimates were based on weighted data for 206 patients with drowning injuries in recreational water settings treated at NEISS-AIP hospital EDs during [2001] [2002] . Two years of data were necessary to provide stable rates. Confidence intervals (CIs) were calculated
• Make sure an adult is constantly watching children swimming or playing in or around the water. Do not read, play cards, talk on the phone, mow the lawn, or engage in any other distracting activity while supervising children.
• Never swim alone or in unsupervised places and always swim with a buddy. Select swimming sites that have lifeguards whenever possible.
• Avoid drinking alcohol before or during swimming, boating, or water skiing. Avoid drinking alcohol while supervising children around water.
• Learn to swim. Enroll yourself and your children in swimming classes. The American Academy of Pediatrics does not recommend swimming classes as a means of drowning prevention for children aged <4 years.
• Learn cardiopulmonary resuscitation (CPR). Because of the time it might take for paramedics to arrive, your CPR skills can make a difference in someone's life.
• Do not use air-filled or foam toys, such as "water wings," "noodles," or inner-tubes, in place of life jackets (personal flotation devices). These are toys and are not designed to keep swimmers safe.
• If you have a swimming pool at your home:
-Install a four-sided, isolation pool-fence. The fence should be >4 feet high and should completely separate the pool from the house and play area of the yard. Use self-closing and self-latching gates in the fence with the latches out of children's reach. Consider additional barriers such as automatic door locks and door alarms to prevent access by small children to the yard or pool. -Toys should be removed from the pool immediately after use. Floats, balls, and other toys might encourage children to enter the pool on their own or to lean over the pool and potentially fall in.
• Tips for recreation in natural bodies of water:
-Know the local weather conditions and forecast before swimming or boating. Strong winds and thunderstorms with lightning strikes are dangerous to swimmers and boaters. -Use U.S. Coast Guard-approved life jackets when boating, regardless of distance to be traveled, size of boat, or swimming ability of boaters. -Heed colored beach warning flags.
-Watch for dangerous waves and signs of rip currents (e.g., water that is discolored and unusually choppy, foamy, or filled with debris). If you are caught in a rip current, swim parallel to the shore.
Once out of the current, swim toward the shore.
by using a direct variance estimation procedure that accounted for the sample weights and complex sample design. Estimates for the 2 years were annualized by dividing the sample weights by two. Because of the small sample size, percentages of nonfatal injuries by location ( Figure) were based on unweighted data for NEISS-AIP cases and, thus, are not nationally representative. Drowning deaths in recreational water settings were defined as those for which the underlying cause recorded on death certificates by a physician or coroner was one of the following International Classification of Diseases, Tenth Revision (ICD-10) codes: W67-W74, V90, or V92. Because NVSS is a complete census of all deaths, it is not subject to sampling error; however, CIs were calculated to account for random error (3). This report uses the terms "nonfatal drowning" and "fatal drowning" to describe the events captured by using these methods. During 2001-2002, an estimated 4,174 persons on average were treated annually in U.S. EDs for nonfatal unintentional drowning injuries in recreational settings, and 3,372 persons died in 2001 (Table) . Children aged <4 years accounted for nearly 50% of the ED visits, and children aged 5-14 years an additional 25%. Fatal rates also were highest in children aged <4 years. The nonfatal drowning rate for males was nearly twice that for females, and the fatal rate for males was almost five times that for females. These injuries in recreational settings occurred most commonly on weekends (Friday-Sunday), accounting for 56% of nonfatal injuries, and in summer months (June-August), accounting for 56% of nonfatal injuries and 51% of fatalities. For those cases that were known to occur either in a pool or natural water setting, an estimated 75% of nonfatal injuries occurred in pools, whereas 70% of the fatalities occurred in natural water settings. Nearly 40% of reported nonfatal injuries to children aged <4 years occurred in private pools; both nonfatal and fatal injuries in natural water settings increased with age ( Figure) . Approximately 53% of ED-treated patients required hospitalization or transfer to another hospital for more specialized care. Editorial Note: Drownings have been a leading cause of injury death in the United States for decades (1) . The findings in this report are consistent with previous reports of fatal drownings, indicating that small children are at highest risk, particularly around residential pools (4). In addition, males are at higher risk than females, possibly because of their choices of activities with higher risk and increased use of alcohol (5) . This report is the first to provide national estimates of the number and characteristics of nonfatal unintentional drowning injuries in recreational settings treated in EDs. During 2001-2002, approximately 4,000 persons were treated annually for nonfatal drownings, with approximately 50% requiring hospitalization or transfer for more specialized care, compared with 5% hospitalized or transferred for all unintentional injuries (1) . Nonfatal drownings put victims at risk for infection of the respiratory tract and complications associated with lack of oxygen, including permanent brain damage.
Because treatment measures such as advanced in-hospital care do not seem to substantially affect the outcome of drowning injuries (6), primary and secondary prevention strategies are critical to reducing morbidity and mortality associated with these injuries. Primary prevention aims to decrease unintentional entry into the water, which is especially important in preventing drowning injuries in children aged <4 years that commonly occur when unintended access to residential pools is possible (4). Four-sided isolation pool-fencing and other barriers (e.g., weight-bearing pool covers, automatic door locks, and alarms) are necessary to prevent drownings when lapses in supervision occur (7) .
Once a person is in the water, secondary prevention measures can avert drownings. Strategies such as consistently using personal flotation devices when on or around the water and avoiding use of alcoholic beverages are especially relevant for those involved in boating (8) . In addition, swimming instruction and water-safety training can prepare a participant to deal with hazardous aquatic environments (e.g., rip currents, waves, and underwater obstacles like riverbed rocks). Participants can further reduce risk by choosing swimming sites that have lifeguard services (9) ; however, lifeguard services often are not feasible at natural water sites. Environmental modifications (e.g., lakefront slope gradients to prevent sudden, unseen underwater drop-offs) at natural water sites can help prevent drownings (9) . Finally, immediate bystanderinitiated CPR, before the arrival of first responders, has been associated with improved outcomes (10) .
The findings in this report are subject to at least four limitations. First, whereas fatalities occurring in EDs are excluded from the nonfatal data presented, those occurring during or after hospitalization were not excluded; data for fatal and nonfatal drownings might not be mutually exclusive. Second, limited data were available regarding circumstances and possible use of prevention strategies (e.g., life jackets, fencing, or CPR). Third, although drowning risks vary at the state and local levels, NEISS-AIP is designed to provide only national estimates and does not provide state or local estimates. Finally, although the extent of exposure to recreational water settings might vary by age, sex, season, skill level, or other factors, these data were not available; as a result, the analysis did not account for exposure.
Because even nonfatal drownings can be serious, with many requiring hospitalization and some resulting in brain damage or other long-term adverse effects, prevention is critical. Participants, parents, caregivers, and supervisors should be aware of the hazards, use appropriate prevention strategies, and be prepared with the skills to save lives in the event of 
Enhanced Enforcement of Laws to Prevent Alcohol Sales to Underage PersonsNew Hampshire, 1999-2004
In 1984, the National Minimum Drinking Age Act (Public Law 98-363) was passed, requiring states to raise to 21 years the minimum age to purchase and publicly possess alcohol. Although the law has contributed to substantial reductions in underage drinking and alcohol-related motorvehicle crashes (1), alcohol use and binge drinking rates among youths remain high in the United States, and efforts by youths to purchase alcohol from licensed establishments frequently are successful (2, 3) . To reduce alcohol sales to persons aged <21 years in Concord (2000 population: 40,687), New Hampshire, the Concord Police Department (CPD) and New Hampshire Liquor Commission (NHLC) conducted a pilot program of enhanced law enforcement with quarterly compliance checks of alcohol licensees during March 2002-February 2004. This report summarizes the results of that program, which indicated that enhanced enforcement 1) resulted in a 64% reduction in retail alcohol sales to underage youths and 2) was temporally associated with declines in alcohol use and binge drinking among Concord high school students. These findings emphasize the potential effectiveness of enhanced enforcement of minimum drinking age laws to reduce consumption of alcohol by underage youths.
NHLC routinely conducts statewide compliance checks by using persons aged 17-19 years to attempt purchases of beer or wine. If questioned, buyers are instructed to state their true age and, if asked, to present their driver's license to verify their age. During October 1999-February 2004, routine compliance checks were conducted at 29% (539 of 1,839) of "offsale" alcohol licensees (i.e., businesses that sell alcohol to be consumed off-premises, such as convenience, grocery, and state liquor stores) outside of Concord each year. In Concord, during October 1999-February 2002, routine compliance checks were conducted one to two times per year at all off-sale alcohol licensees.
During March 2002-February 2004, CPD conducted a campaign of increased enforcement of the minimum drinking age. The campaign included three components: 1) quarterly compliance checks of all off-sale alcohol licensees; 2) enhanced administrative penalties for noncompliance, including a mandatory fine levied against the alcohol licensee, temporary suspension of retailers' alcohol licenses beginning with the first offense, and increasing penalties for subsequent offenses (Table) ; and 3) media coverage of enhanced enforcement activities, such as reporting the number of citations issued for noncompliance. Quarterly compliance checks were conducted throughout the intervention period; however, mandatory licensee fines and suspensions were in effect only during August 2002-July 2003. The enhanced administrative penalties were announced by CPD in a letter sent to all Concord alcohol licensees in June 2002. Under New Hampshire state law, store clerks who sold alcoholic beverages to underage buyers also were subject to fines and penalties, which were issued at the discretion of the local judicial system throughout the study period.
To Editorial Note: In Concord, New Hampshire, quarterly compliance checks and mandatory penalties were associated with substantial reductions in retail alcohol sales to underage buyers. During this same period, retail alcohol sales to underage buyers in the rest of the state remained unchanged. In addition, both current alcohol use and binge drinking by Concord high school students decreased during 2001-2003. These findings are consistent with other studies that determined compliance checks can reduce alcohol sales to underage youths and, when combined with other activities, might reduce youth consumption of alcohol (2, 4, 5) .
This report is subject to at least four limitations. First, during the study period, other efforts to reduce underage access to alcohol in Concord were conducted (e.g., roving park patrols and surveillance outside retail stores), reducing the likelihood that reduction in alcohol sales to underage youths was associated only with enhanced enforcement. Second, because quarterly compliance checks were instituted for a longer period than mandatory penalties, the contributions of the checks and penalties relative to the decrease in alcohol sales to underage youths were difficult to assess. Third, because statewide compliance checks were conducted by using a convenience sample, statistical comparisons could not be made between compliance check data for Concord and the rest of New Hampshire. Finally, the absence of weighted data from the 2001 New Hampshire YRBS limited the ability to compare recent changes in current alcohol use and binge drinking between Concord and the rest of the state.
State and local governments often lack adequate resources to enforce minimum drinking age laws (6) . CPD was able to partially fund its program through a grant from the New Hampshire Department of Justice. Alcohol excise taxes might be another resource for funding enforcement efforts. In addition, raising alcohol taxes is an effective policy intervention for reducing underage drinking and alcohol-related problems (6, 7) .
The findings in this report support recommendations of the Institute of Medicine in its 2003 report, Reducing Underage Drinking: A Collective Responsibility (2). These recommendations call for 1) regular compliance checks; 2) administrative penalties, including fines and license suspensions that increase with each offense; 3) enhanced media coverage of the purposes and results of compliance checks; and 4) training for alcohol retailers regarding their legal responsibility to avoid selling alcohol to underage youths. These recommendations have been supported by previous studies (4, 8, 9) . In another effort to prevent underage drinking, the New Hampshire state legislature in August 2003 approved a new driver's license that will display photo and driver information vertically for persons aged <21 years and horizontally for persons aged >21 years, making it easier for store clerks to identify underage youths.
Breast Cancer-Screening Data for Assessing Quality of ServicesNew York, 2000-2003
The New York State Breast and Cervical Cancer Screening Program (NYSBCCSP) is funded in part through the National Breast and Cervical Cancer Early Detection Program (NBCCEDP) (1, 2) . A total of 292 mammography facilities participate in NYSBCCSP. In 1998, NYSBCCSP began reviewing the clinical outcomes of clients screened through the program to identify facilities that might need more intensive assessment of quality assurance and corrections of deficiencies. This report describes the quality assurance process of NYSBCCSP, which provides methods for monitoring and assessing the quality of clinical care by program providers. These outcome-based methods can be useful to other programs and providers of breast cancer screening.
NYSBCCSP routinely compares the proportion of abnormal clinical breast examinations (CBE), abnormal screening mammography outcomes, and positive predictive values of breast cancer biopsies (ppvB) for individual program facilities with overall figures generated by the state and national programs (NYSBCCSP and NBCCEDP, unpublished data, 1995-2003). Facilities with proportions of abnormal mammography*, abnormal CBEs † , or ppvB § significantly ¶ different from the lower or upper bounds of expected ranges (i.e., outliers) are identified for further evaluation. The expected ranges for abnormal CBEs are based on the NBCCEDP Data Quality Indicator Guide, a program management tool; the ranges for abnormal mammography and ppvB are commonly accepted parameters in mammography (4) .
NYSBCCSP compiles additional patient data for the facilities identified with outlier results, including the age, race/ ethnicity, and previous screening history of clients served; the proportion of abnormal screenings or ppvB over time; and the diagnostic procedures performed after abnormal screening results. The cancer detection rate also is calculated and compared with rates in the state and national programs. In addition, cross tabulations of screening mammography results by CBE results are reviewed.
The facility and local screening project responsible for coordinating screening and related services in a community are contacted to determine potential explanations for the outliers. A random sample of medical records is reviewed to identify data-reporting errors. If data-reporting errors cannot explain the outlier results, the clinical interpretive skills of providers at the facility are assessed. A board-certified radiologist performs the mammography assessment by evaluating the technical and interpretive quality of the mammograms. A clinician performs the CBE assessment by reviewing the position of patients during examinations, areas of breast tissue examined, search pattern used, and quality of documentation and communication skills of providers.
NYSBCCSP collaborates with the facility and local screening project to develop, implement, and evaluate an action plan to correct any deficiencies identified. The following two examples describe this quality assessment process.
Case Reports
Case 1. During 1996-1999, facility A, a medium-sized hospital (300-400 inpatient beds), provided mammography screening to 544 NYSBCCSP-enrolled women. A total of 73 (13.4%) of the 544 mammograms performed at facility A were classified as Breast Imaging Reporting and Data System (BI-RADS ® ) category 4 (i.e., suspicious abnormalities that indicating biopsy should be considered), whereas 3,750 (1.5%) of an estimated 250,000 mammograms performed at other facilities in NYSBCCSP during the same period were classified as category 4. Five (3.0%) of 166 women at facility A with abnormal mammograms underwent additional imaging, compared with 13,500 (45.0%) of approximately 30,000 women with abnormal mammograms screened at other NYSBCCSP facilities. In addition, the 166 women at facility A with abnormal mammograms were more than three times as likely to receive a breast biopsy as women at other facilities (52.0% versus 15.0%, respectively). The ppvB for detecting breast cancer from imaging at facility A was 6.9%, compared with 23.9% at other facilities.
On the basis of review of medical records and independent review of mammograms at facility A, two staff radiologists had higher biopsy recommendation rates and use of stereotactic biopsy than those of three other readers at the facility. Facility A agreed to the following corrective plan of action: 1) conduct in-service training for all five radiologists on the use of the BI-RADS ® reporting system; 2) obtain a second reading by a different radiologist of all mammograms reported as a BI-RADS ® category 4 for 6 months, with final resolutions by the chief of radiology; and 3) obtain facility accreditation for its stereotactic biopsy program. * A screening mammogram with a reported result of 4, 5, or 0 based on the American College of Radiology's Breast Imaging Reporting and Data System (BI-RADS ® ) classification system (i.e., suspicious abnormality, highly suggestive of malignancy, and assessment is incomplete) (3). † A palpable mass, nipple discharge, unilateral nipple inversion, or skin abnormality or unilateral area of thickening that requires immediate diagnostic evaluation. § The proportion of breast biopsies that result in a diagnosis of in situ or invasive breast cancer. ¶ One-sided p<0.002 for abnormal CBE and mammogram and one-sided p<0.05 for ppvB.
During January 2001-December 2002 (approximately 4-28 months after completion of the action plan), the proportion of mammograms reported at facility A classified as BI-RADS ® category 4 decreased from 13.4% to 4.3%, the proportion of women with abnormal mammograms receiving additional imaging increased from 3.0% to 7.0%, the proportion of women undergoing breast biopsies decreased from 52.0% to 28.0%, and the ppvB increased from 6.9% to 19.0%.
Case 2. During April 1995-March 2000, facility B, a private radiology practice, provided 11,972 CBEs and screening mammograms to 9,094 women through NYSBCCSP. The proportion of abnormal CBEs among clients with normal mammography results classified as BI-RADS ® categories 1-3 (i.e., negative, benign finding, and probably benign finding, with initial short interval follow-up suggested) was 0.1%, compared with 2.4% for clients screened by other facilities in the program. Among a random sample of 50 clients who received a CBE at facility B, three (9.7%) of 31 women interviewed by program staff reported having received a CBE. Further data analyses determined that the breast cancer detection rate among women screened at facility B during the same period was 1.3 per 1,000 screenings, compared with 5.2 per 1,000 at other facilities. The cancer detection rate did not change after adjustment for age, race/ethnicity, and client previousscreening history. Because the difference between the cancer detection rate at facility B and the rest of the program was greater than what would be expected on the basis of CBE quality concerns alone, an assessment of the technical quality and interpretation of mammograms was conducted. The review identified inadequate technical quality and interpretation of mammograms.
The New York state health commissioner ordered facility B to cease operations immediately. The American College of Radiology also revoked the facility's mammography accreditation.
A total of 9,094 women evaluated previously at facility B were identified as possibly needing repeat breast cancer screenings. The New York State Department of Health (NYSDOH) contacted women by mail and telephone to determine current screening status and the need for rescreening appointments. Of 3,125 women who were rescreened, 734 (23.5%) had abnormal screening results that warranted additional diagnostic evaluation. Among these women, eight (1.1%) had breast cancer diagnosed. Among 1,160 other women screened initially at facility B and later screened at other facilities, 15 (1.3%) women had confirmed diagnoses of breast cancer.
The detection rate among screenings performed or identified through the follow-up rescreening effort was 5. Editorial Note: NBCCEDP was implemented to increase screening among low-income, uninsured women and to reduce racial/ethnic disparities in health-related outcomes. Improvements made after applying the quality assurance process described in this report improved patient care not only for women screened through NBCCEDP, but also for women evaluated at participating facilities. The quality assurance activities undertaken by NYSBCCSP were initiated to improve clinical provider skill and have resulted in positive outcomes for facility A and NYSBCCSP.
Locating women evaluated at facility B and scheduling repeat breast cancer screening and other quality assurance efforts served as a basis for media reports about mammography quality, and stimulated discussions about ensuring adequate skill level among radiologists interpreting mammograms during reauthorization hearings for the Mammography Quality Standards Act. Mammography continues to be a highly effective tool for the early detection of breast cancer (5-7). Although neither the benefits of CBE alone nor the incremental benefits of adding CBE to mammography have been determined, CBE remains a common screening practice and detects certain cancers missed by mammography (8) (9) (10) .
The quality assurance interventions described in this report are a key component of an organized cancer screening program and raise the standards of breast cancer screening throughout the provider community. Efforts to improve the technical quality and interpretation of mammography and CBE will further facilitate increasing the proportion of women whose breast cancers are identified at an early stage, which can further reduce mortality from breast cancer.
National Laboratory Inventory for Global Poliovirus ContainmentUnited States, November 2003
In anticipation of the interruption of wild poliovirus (WPV) transmission, the United States has joined 122 other poliomyelitis-free countries in taking steps to minimize the risk for reintroducing WPV from laboratories to communities. In October 2002, a nationwide survey of laboratories and biomedical institutions (e.g., universities) that oversee multiple laboratories was conducted to identify those that might be holding WPV-containing materials and to establish a national inventory of institutions and laboratories retaining such materials (1) . A total of 32,429 laboratories and biomedical institutions listed in multiple databases were mailed letters to alert laboratories of the impending global eradication of polio and encourage disposal of unneeded WPV-containing materials. The national inventory is a list of institutions and laboratories whose staff will be kept informed of eradication progress and appropriate WPV-containment procedures. This report summarizes use of the survey to create the national inventory.
In the survey, institutions and laboratories were categorized as 1) those most likely to possess WPV-containing materials (i.e., academic institutions, federal government departments, industrial facilities, and state and local health departments), 2) those that may possess such materials (i.e., clinical laboratories certified* for complex testing in microbiology), and 3) those least likely to possess such materials (i.e., clinical laboratories certified for noncomplex testing in microbiology). The least likely to possess category was included to establish whether stored WPV-containing materials existed in small clinical laboratories (e.g., private physicians' offices) licensed to perform noncomplex tests. Institutions and laboratories were asked to review records, search storage areas, and provide electronically (i.e., by e-mail or fax) the numbers of laboratories included in the search and names of laboratories storing WPV-containing materials, along with types of materials and amounts; those that did not respond by the requested date were mailed follow- 
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of the remaining 2,638 (many of which were no longer in business) was discontinued. The quality and completeness of the survey and inventory were validated by a search of scientific literature published by U.S. laboratories during 1993-2003 that referred to 1) polioviruses of any origin; 2) enteric diseases in countries where polio is endemic; or 3) viruses that share common enteric origins, replicate on poliovirus-permissive systems, or both (e.g., picornaviruses, rhinoviruses, and rotaviruses). The search identified six institutions and laboratories not included in the 2002 survey database; none stored WPV-containing materials.
A report on the national inventory was endorsed and accepted by the National Vaccine Advisory Committee Workgroup on Poliovirus Laboratory Containment. As of November 2003, the national inventory consisted of 122 institutions and 180 laboratories retaining WPV-containing materials. Of the 180 laboratories, 87 are listed as storing infectious materials † ; 56, potentially infectious materials § ; and 37, both types of materials (Table 2) . Phase II of containment will begin after 1 year has elapsed without isolation of WPV worldwide (3) . At that time, the U.S. Department of Health and Human Services (DHHS) will notify laboratories that poliovirus transmission has been interrupted and instruct institutions and laboratories listed on the national inventory to destroy WPV infectious and potentially infectious materials or implement biosafety measures appropriate for laboratory procedures being performed (biosafety level [BSL]-2/polio or BSL-3/polio [3] ). DHHS will submit documentation of laboratory containment to the American Regional Commission for Certification of Poliovirus Laboratory Containment and Verification of Polio-Free Status. † Clinical materials from confirmed WPV and vaccine-derived poliovirus (VDPV) infections, environmental sewage, or water samples in which such viruses or replication products of such viruses are present (3). § Feces, respiratory secretions, environmental sewage, and untreated water samples of unknown origin or collected for any purpose at a time and in a geographic area where it was suspected that WPVs or VDVPs were present, and products of such materials in poliovirus-permissive cells or animals (3). or replication products of such viruses are present (3). § Feces, respiratory secretions, environmental sewage, and untreated water samples of unknown origin or collected for any purpose at a time and in a geographic area where it was suspected that WPVs or VDVPs were present, and products of such materials in poliovirus-permissive cells or animals (3). ¶ Clinical Laboratory Improvement Act of 1988; established quality standards for all laboratories to ensure accuracy, reliability, and timeliness of clinical tests.
Successful completion of the national inventory was possible through support of the biosafety community, professional organizations, departments of the federal Executive Branch, and the nation's biomedical institutions and laboratories. Continued support and cooperation will ensure the inventory remains current. Institutions and laboratories with any change in storage status of WPV-containing materials should notify CDC's Poliovirus Laboratory Containment Program, e-mail plcp@cdc.gov. The 10 cases included nine imported cases among adopted children aged 12-18 months who acquired their infections while still in China and then traveled to three states (Maryland, New York, and Washington) during March 26-27, and one importation-linked case in a female student aged 19 years from California. The student had close contact with an adoptee aged 18 months during a visit to Washington when the child was infectious with measles. The student had a nonmedical exemption and had not received measles-containing vaccine; upon her return to California, she was quarantined in her off-campus home. She had onset of rash 14-16 days after contact with the adopted child, and measles was diagnosed. No other cases linked to this outbreak have been identified.
The cases in adoptees were associated with the Zhuzhou Child Welfare Institute in Hunan Province. On May 24, Chinese authorities reported that the last patient with measles at the orphanage had rash onset on April 23, and that the recommended vaccination campaign for all eligible children at the orphanage had been completed. Because no cases of measles were reported from the orphanage during the next 21 days (i.e., one incubation period), the outbreak appears to have been controlled. As a result, CDC is recommending that standard adoption procedures for children from the orphanage be resumed. PACIFIC  35  81  2  2  -14  5  15  414  506  Wash.  3  3  2  --2  1  1  26  28  Oreg.  22  20  ----1  2  30  30  Calif.  3  34  -2  -12  2  7  347  439  Alaska  2  18  ----1  5  4  5  H a w a i i  5  6  ------7  4 Guam 
